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FEE-PER-SERVICE AND THE IDEAL SCHEME 


A. W. S. THOMPSON, O.B.E., F.R.C.P.Ed., D.P.H. 
Director, Division of Clinical Services, Department of Health, New Zealand 


In a recent article Dr. Guy Dain' refers to “the need 
to look at, and appraise, some of the Medical Services 
in other countries, where a fee-per-service system is in 
vogue, when considering future services in this country.” 
Other writers have mentioned, more specifically, the 
advantages to the practitioner of the New Zealand 
scheme. 

New Zealand has had a fee-per-service scheme since 
1941. The present writer has been concerned with the 
administrative side for twelve years, including three as 
director of the division of the Department of Health 
which controls it. In this article the merits of fee-per- 
service, as compared with capitation schemes in 
particular, are discussed, and a modification of fee-per- 
service is proposed which it is believed could convert 
it into an almost ideal system from every point of 
view. 

Fee-per-Service 

Fee-per-service in New Zealand means that the 
Government pays a “ benefit ” of up to 7s. 6d. for each 
service by a general practitioner, increased to 12s. 6d. 
for night, Sunday, or holiday services. Specialist services 
qualify for the same benefit, but whereas the G.P. 
can claim an extra fee from the fund for prolonged 
attendance (over 30 minutes) the specialist cannot. 

The “ benefit” is intended to help the patient to pay 
the doctor’s bill. The doctor is free to charge what he 
likes, within reason, the standard charge in general 
practice, over and above the benefit, being Ss. in the 
surgery and 7s. 6d. for a home visit. These are the 
fees recommended by the British Medical Association. 
In fact, however, the usual extra charge is from three to 
five shillings, while a proportion of doctors still accept 
the benefit as full payment. 

These charges may seem high, but the doctor's fee in 
New Zealand has been half a guinea for as long as 
anyone remembers, and the benefit has remained 
unchanged since 1941. 


Refund and Schedule 


The fee-per-service scheme works in two ways. Under 
the Refund system the doctor sends out bills in the 


ordinary way, and patients obtain refunds on the basis 
of their receipted accounts. This method involves 
practically no Government intervention in ordinary 
practice. About 25% of doctors, most of them 
specialists, work on this system. 

The alternative is the Schedule system. The doctor 
takes only his extra charges (if any) from the patient 
direct, and claims the benefit by submitting to the Health 
Department daily schedules listing all patients attended. 
Most doctors send in their schedules fortnightly, or 
monthly. No patients’ signatures are required, but a 
small percentage of claims (1%) are checked by postal 
inquiry. 

The advantages of fee-per-service on these lines over 
any type of capitation scheme are fairly obvious. There 
is no contract of service between the private practitioner 
and any member of the public. The New Zealand doctor 
is not “bound to his patient by the iron fetters of a 
legal contract enforceable day and night at the whim 
of the patient.”* There is free choice on both sides, 
for doctor as well as patient. The result is that 
complaints about failure to attend patients, or of 
rudeness or arrogance on either side over calls at 
inconvenient times, while not unknown in New Zealand, 
are much rarer than they appear to be in Britain, and 
have no legal significance. 

The direct charge to the patient discourages 
unnecessary demands on the doctor, and probably 
increases the value of his treatment. At the same time 
the ease with which the patient can change his doctor 
should, theoretically at least, encourage the latter to give 
satisfactory attention ; this will certainly be the case 
where competition is keen. When the doctor is called 
out at night or on a holiday he gets an extra fee (both 
direct and from the Fund), and if he is hard-pressed 
during an epidemic he at least has the satisfaction of 
increasing his earnings. Similarly, doctors practising 
in bad areas, where there is much sickness or a 
demanding public, have financial compensations of a 
kind which the capitation doctor cannot enjoy. Even 
a loaded capitation fee could hardly be as satisfactory 
as an increase in earnings directly linked with output. 
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Disadvantages 


The Refund method, from the medical point of view, 
is an excellent scheme, but it has two defects. One is 
that no benefit is payable unless the patient first settles 
the doctor’s bill, and in consequence all refund 
practitioners have a proportion of bad debts. Even if 
the doctor charges no more than the bare amount of the 
benefit, some patients still fail to pay their bills. For 
this reason there has been a tendency in recent years 
for doctors to change over from refund to schedule. 

A similar but more serious defect is that it would be 
a hardship for many patients to have to find the cash to 
pay their accounts in full, even though they could 
afterwards obtain refunds for all or most of the amounts 
due. Some New Zealand practices could hardly be run 
on a refund system, despite full employment and a high 
living standard. Both public and doctor would suffer 
if such a system were universal. 

The Schedule system is much more open to criticism. 
Six years ago a medical practitioner group, of which the 
writer was chairman, published a detailed study of this 
scheme.* We decided that its principal faults were: 
(1) Failure to recognize that the practitioner’s 
responsibility is to his patients, not to “complaints” 
or diseases. (2) Failure to encourage the educational 
and preventive aspects of family medical practice. 
(3) Failure to recognize the importance in the 
relationship between doctor and patient of certain 
human qualities which are functions of the medical 
calling at its highest. (4) Excessive emphasis on money 
values throughout. These criticisms need not be 
elaborated here. 

The most serious practical disadvantage of fee-per- 
service is, however, that it can so easily be abused. A 
doctor who chooses to make no extra charge to his 
patients can boost his income by overvisiting, or by 
making a habit of splitting his first consultation into 
two or more sessions, or by building up claims for 
family attendances—for example, by having a quick 
look at several members of a household when called to 
see one. No effective method has ever been found of 
checking abuses of this kind. Practices of small or 
moderate size can easily be blown up into very lucrative 
sources of income with little or no accession of new 
patients, since in the absence of any extra charge there 
is no incentive to the patient to question the necessity 
for the doctor's visits. Experience has shown that even 
a moderate extra charge does little to encourage patients 
to avoid seeing the doctor more often than is necessary. 


Inflation in Schedule Practice 

That there has been, in New Zealand, a tendency 
towards “inflation” in schedule practice can be seen 
from the accompanying diagrams. 

Since 1952 the population per doctor has been falling 
steadily (from 1,477 in 1952 to 1,289 in 1957). Benefit 
payments per doctor practising on the Refund system 
have shown little change in the last five years, but the 
average payment per schedule doctor has continued to 
rise (from £2,173 in 1951 to £2,448 in 1957). 


The second diagram (Fig. 2) shows the position 
much more dramatically. Here we have the situation in 
1957-8. The administrative districts have been placed in 
order from left to right, from that with fewest doctors 
(1,780 persons per doctor) down to the most highly 
doctored area (998 persons per doctor). 


It will be seen 


that, while payments per refund doctor follow the 
general downward trend of the population figures, 
schedule doctors manage to maintain a level of income 
which has little or no relationship to the population 
available per doctor.* In District I the average payment 
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Fic. 1.—Average population per doctor, and average payments 
per refund and schedule practitioner, 1950-1 to 1957-8. (General 
Medical Services, New Zealand.) 
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per schedule doctor was £2,494, in District XII it was 
£2,468 ; yet the population per doctor shows a drop 
of 44%. 

“Inflation” of practices of this kind is probably 
inevitable in a country which is rapidly becoming over- 
supplied with doctors, where there is no control of their 
distribution, and where the “ benefit” has never been 
adjusted to meet the rising cost of living. When too 
many doctors set up in practice in any particular area, 
more services per patient is the obvious answer to the 
threat of a fall in income. How long this will go on 
before those already established in practice demand 
protection (presumably by some kind of “ negative 
direction ” of new recruits) is anybody’s guess. 


Patient Schedule System 


A simple modification of fee-per-service would, | 
believe, correct most of its faults. This proposal is 
based on an idea put forward in 1912, and again in 
1923, by that great civil servant, W. J. Braithwaite.‘ He 
called it the Case system. The present proposal may 
be termed a Patient Schedule scheme. 


Method 


Doctors would be paid by the State so much for 
every separate patient seen in any calendar month, 


*If fewer patients consult refund doctors, this, of course, 
leaves a bigger share for the schedule men; but detailed studies 
show that this is not a significant factor. Only 25% of doctors 
practise on the Refund system, and on the average they have 
never received from the Social Security Fund much more than 
half as much as is paid to their colleagues practising on the 
Schedule. 
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irrespective of the number of times the patient had 
been seen in that month. In all other respects the 
scheme would be worked exactly as the fee-per-service 
Schedule system in New Zealand works now. There 
would be no interference, in this country, with the 
Refund system, which has no serious defects so long 
as it is not compulsory. 

The method of introducing the scheme is simple. In 
New Zealand most of us are firmly convinced that a 
direct charge to the patient is an essential feature of a 
good scheme. The first question is therefore to decide 
what proportion of the usual standard fee the State will 
pay. Suppose the standard fee under prevailing 
conditions would normally be ten-and-sixpence,* and 
the State decides to accept responsibility for two-thirds 
of this. The maximum direct charge to the patient, 
in everyday general practice, should then be three-and- 
sixpence, a higher rate being permitted for night, 
Sunday, or holiday calls. 

A global sum is next agreed upon to represent two- 
thirds of the agreed aggregate gross income of all doctors 
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Fic. 2.—Average population per doctor, by districts, and average 
payments per refund and schedule practitioner, 1957-8. 


in general practice. For the first few years of the new 
scheme, one-twelfth of this pool will represent the sum 
to be distributed monthly. Doctors submit a certified 
return of patients seen, giving date of first attendance in 
that month only. (This would be a simple matter to 


‘This does not refer to the present position in New Zealand, 
where the standard fee, as mentioned above, is now considerably 
er, 


check in a proportion of cases, by means of a standard 
letter of inquiry addressed to the patient.) The pool 
would then be distributed proportionately. 

The method would probably be as follows: 

(1) The overall average monthly payment per doctor would 
be calculated (i.e., divide the monthly pool by the number 
of doctors in active practice). 

(2) A return would be obtained (say, on the second Friday 
of each month) of the number of doctors whose claims have 
been received by a given date, and the number of patients 
claimed for. In a large country this could be done by 
means of a doctor-sampling technique. 

(3) The appropriate fee-per-patient would then be 
calculated, and these claims, and all subsequent claims 
for that particular month, would be paid on this basis. 

After a few years—perhaps five, to allow for variations 
in sickness—it should be possible to arrive at an agreed 
amount to be paid per patient per month, and the pool 
system could then be abandoned. 

In countries with an existing scheme, which it is 
proposed to change for one on the lines suggested, the 
situation is different. The appropriate pool might well 
be the whole of the global sum at present provided, so 
that the extra charges to the patient would help to 
improve the doctor’s income. In New Zealand there 
is a prima facie case for adopting an even higher figure, 
as the present “ benefit” has remained unchanged since 
1941 and the supply of doctors relative to the population 
has increased. In any case, a glance at Fig. 2 will 
show that it would be impracticable to introduce a 
scheme of this kind without first increasing the total 
sum provided. The supply of patients must be related 
to the population available per doctor, so doctors in the 
four districts with below-average populations per doctor 
would suffer badly unless the “ pool” were greater than 
it is at present. An increase of one-third in the annual 
expenditure on this item would, however, overcome this 
difficulty. No doctor need then be any worse off, and 
practitioners in under-doctored areas would benefit 
considerably. 

At first sight an obvious objection to this scheme is 
that a doctor would get as much for one service to a 
patient in any particular month as for twenty. But 
this would even out in the long run, and a doctor who 
gave unsatisfactory service would be liable to lose his 
patient, and so would not be able to claim for him in 
future months, or in future illnesses. The extra charges 
would also help to compensate the doctor for the work 
involved with chronic cases, or seriously ill patients who 
must be visited frequently. 

The average number of services necessary per patient 
in any particular month is actually surprisingly low. 
In New Zealand to-day, despite the “ inflationary ” 
tendencies noted above, for Schedule doctors this 
figure is only about 1.7. About 67% of patients are 
seen once only, and 85% not more than twice in any 
month. 

Another objection which might be raised is that, since 
all patients would have free choice of doctor, with no 
restrictions on change, two or more doctors might claim 
for attending the same patient. This possible source 
of abuse would need to be watched, lest partners or 
friends made a habit of passing patients from one to 
the other, but normally changes during the course of an 
illness would be exceptional, and would average out. In 
any case, the method suggested above for introducing 
the scheme takes care of this factor, at least so far as 
the State is concerned. 
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Advantages 

The advantages of this scheme may be enumerated as 
follows. 

As Compared with Capitation Systems.—(1) No contract 
of service between doctor and patient. (2) Free choice by 
both patient and doctor. (3) Doctors are not paid for 
taking responsibility for people who are not ill, some of 
whom they may never see. (4) Doctors in districts where 
there is much illness, or a demanding public, will earn more 
than those in healthy districts. (5) Returns to doctors rise 
in epidemic times, and whenever the number of patients 
who are ill increases, and (once the scheme has been 
stabilized) with later increases in population. (6) The extra 
charges ensure that doctors receive more money for more 
work done for any particular patient, and discourage 
unnecessary demands on the doctor. The doctor can afford, 
however, to remit such charges in cases of hardship, as has 
always been the custom; and the agreed maximum, plus 
normal competition for patients, provide safeguards against 
profiteering. (7) No capitation lists to be maintained, 
and consequently no inflation of “lists”; no patients’ 
registration cards, etc, (8) Minimum State interference 
with the traditional doctor-patient relationship. 

As Compared with Fee-per-service Schedule Systems.— 
(1) Encourages good doctoring, since it is in the doctor's 
interests to deal as fully as possible with the patient when 
first seen and get him well quickly, while poor service will 
lose him his patient. (2) Overvisiting is no problem, and no 
official inquiries into this aspect (always distasteful and 
unsatisfactory) would be necessary. In particular, it solves 
the problem of overclaiming by small-practice men, which 
cannot be controlled under fee-per-service. (3) Promotes 
the family doctor relationship, since a doctor’s security of 
income depends on building up a stable family practice. 
(Under fee-per-service patients tend to flit about with 
different illnesses from doctor to doctor.) (4) Doctors can 
afford to develop ancillary services (e.g., by nurses) to relieve 
the pressure on their own time, since they will be paid the 
full benefit even if they have attended the patient personally 
on only one occasion in any particular month. (5) In over- 
doctored areas it will be difficult for newcomers to break 
into practice by over-visiting in the earlier years, This 
should encourage new recruits to settle in the less heavily 
doctored areas. (6) Any reduction in services per patient 
(which would almost certainly follow) would result in less 
lavish prescribing, thus saving on the drug bill. (In New 
Zealand frequency of attendance and prescribing rates are 
directly linked.) (7) Reduces paper work and administrative 
costs; schedules would be reduced by at least one-third. 
(8) Negotiations between Government and the profession 
for subsequent adjustments in the rate of payment would 
be facilitated, since the effects of any increase on the total 
cost could be fairly accurately assessed. (Any increase in 
fees-per-service invites abuse by over-claimers: it is easier 
to pile up services than patients.) 

Two Additional Advantages——(1) Pharmaceutical costs 
can be assessed at so much per patient per month, probably 
a fairer and more informative method than any other. 
(2) Statistics of patients seen will give a fairly reliable 
indication of variations in the prevalence of sickness in 
the community. 

No scheme of this kind can ever be perfect. This 
proposal seems, however, to have more advantages, and 
fewer drawbacks, than any which has yet been described. 


Summary 
The merits of the New Zealand fee-per-service system 
are discussed, and its disadvantages considered. 
A modification of fee-per-service, a “ Patient Schedule 
system,” is described which, it is claimed, could convert 
it into an almost ideal scheme from every point of view. 


My thanks are due to Dr. John Cairney, Director-General 
of Health, New Zealand, for permission to publish ; but 


the opinions expressed in this article are my own, and do 
not necessarily represent the views of the Department of 
Health. 
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HOSPITALITY 


A French doctor’s son, aged 12, would like to stay with a 
British medical family for the month of August as a paying 
guest. 


A French doctor would like his 14-year-old son to make 
an exchange visit with a British doctor’s son of similar age, 
living in or near London. He would like his son to spend 
six weeks in this country during the summer and/or at 
Easter, and would receive the British boy for the same 
length of time. 

Would anyone interested please get in touch with Dr 
R. A. Pallister, International Medical Advisory Bureau, 
B.M.A. House, Tavistock Square, London, W.C.1. 


SUPPLEMENTARY ESTIMATES FOR N.H.S. 


The estimate of further sums required in the year ending 
March 31, 1959, for the National Health Service in England 
and Wales amounts to £16,589,706, and in Scotland to 
£2,376,500. This brings the total estimate for the year to 
£489,049,136 in England and Wales and to £60,629,500 in 
Scotland... The main items for which supplementary 
estimates have been required are for additional provision for 
hospital boards for increases in remuneration and for 
acceleration of maintenance work and replacement of 
equipment (England and Wales, £8,491,000; Scotiand, 
£1,123,100). The general medical services need a further 
£2,094,000 in England and Wales and £220,000 in Scotland 
to meet additional payments for general practitioners. 
£2,057,000 in England and Wales and £641,000 in Scotland 
goes to the pharmaceutical services, mainly because of an 
increase in the cost of prescriptions, which is attributed to 
new drugs and preparations. 


_ 1958-59 Supplementary Estimate: Civil _ Estimates and 
Estimates for Revenue Departments, 1959. H.M.S.O., London. 
Price 8s. net. 


NEWS IN BRIEF 


HOspPITAL ORGANIZATION AND METHODS SERVICE.—The 
Ministry of Health has informed hospitals that an 
organization and methods service is to be set up, and has 
given approval to the appointment of an additional officer 
at each regional hospital board, at the grade of assistant 
secretary, to specialize full-time on “O. and M. and Work 
Study activities.” An experimental hospital organization 
and methods service has been in operation at the Ministry 
of Health for over four years, and it is as a result of the 
experience gained that a permanent service is to be set up. 


JoInT CONFERENCE.—A joint conference of the College of 
General Practitioners and the Society of Medical Officers 
of Health is to be held at the Wellcome Building, Euston 
Road, London, N.W.1, on Saturday and Sunday, May 23 
and 24. Attendance by general-practitioner members of 
executive councils as representatives appointed by their 
councils will be regarded as “approved duty” under the 
regulations, and such members will be able to receive 
expenses. 
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Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Rural and Semi-rural Practices 


Sirn—A year ago I wrote to the B.MJ. (Supplement, 
January 4, 1958, p. 12) showing how I was out of pocket 
on the mileage allowance, and I described myself as a rural 
practitioner. I thought that living in a village of 300 or 
so people, five and a half miles from a railway station and 
nine miles from a shopping centre, and having patients in 
surrounding villages and hamlets, entitled me to that 
description. I was wrong. I was only semi-rural, because 
1,312, the number on my list divided by 1,749 (the number 
of mileage units), comes to more than 0.75. Actually it is 
0.7501. On October 1 my list was 1,325 and the mileage 
units 1,801, and this made all the difference. I now became 
rural, and very nice too, for whereas I received £43 for the 
July/September quarter, I received £58 for the October/ 
December quarter. The actual mileage was roughly the 
same—13 patients made a difference of £15 in a quarter’s 
running allowance. 

It seems strange to me that the number of patients on 
one’s list for whom no mileage is allowed should determine 
the amount of payment for those for whom a mileage 
allowance is payable, and in a practice such as this a small 
variation in the number on the list can make a large 
financial difference. As semi-rural I am out of pocket—as 
rural I have something in hand. May I suggest the abolition 
of the different payments for these rural and so-called semi- 
rural practices ?—I am, etc., 

Hartest, Suffolk. W. WILKINSON. 


Hospital Staffing 


Sirn—The letter of Mr. Eric Coldrey (Supplement, 
January 17, p. 23) highlights some of the difficulties in 
staffing which are overtaking non-teaching hospitals. This 
makes it particularly unfortunate that in the Supplement for 
December 20, 1958 (p. 256), we read that the Central 
Consultants and Specialists Committee discussed a protest 
from the Sheffield Regional Committee about the non- 
inclusion in the working party on hospital staffing of a 
representative of the staff of a non-teaching hospital. During 
the discussion Professor Cloake, supported by Professor 
Strachan, pointed out that one member of the working party 
actually did spend a small part of his time at a provincial 
non-teaching hospital, the implication being that this was 
quite sufficient representation for such an unimportant part 
of the profession. Then, though Mr. J. R. Blackburne 
protested that 70% of the country’s hospital beds were in 
provincial non-teaching hospitals, that the major staffing 
difficulties were found in such places, and that it was curious 
that they should not have been asked either to state their 
views direct to the working party, or to send a representative 
to state them, it was finally agreed that no action should 
be taken. 

Now, Sir, the majority of consultants—probably more 
than 65%—work at non-teaching hospitals, but our 
representation is minimal on the Government-sponsored 
Joint Committee and apparently not very strong on the 
B.M.A.-sponsored C.C. and S. Committee. Yet those who 
work in the comparatively benign atmosphere of a board of 
governors are sheltered from the fuil impact of the 
bureaucratic and remote control exercised by regional 
boards. 

In order, therefore, that the majority of consultants should 
have an opportunity to be represented adequately, all non- 
teaching consultants should join their regional consultants 
and specialists committee. These small bodies have been 
most active and helpful in dealing with the problems of non- 
teachers, in great contrast to the central committee. 
Unfortunately, by altering their title and deleting “ non- 


teaching” the regional committees have lost their identity. 
If they will restore this label and make a drive for members, 
I believe that even at this late hour some consideration might 
be given to the opinions and needs of those who work outside 
teaching centres—the majority of consultants.—I am, etc., 
Lincoln. G. A. BAGOT WALTERS. 


Drugs for Private Patients 


Sir,—Having attended all meetings of the Fellowship for 
Freedom in Medicine, in which the majority of members 
belong to the National Health Service, and having read 
hundreds of letters in the B.M.J. since 1948 relating to 
hardship experienced by doctors in the N.HLS., it is obvious 
that now intellectually there is a marked shift to the right, 
implying a movement towards the greater freedom 
experienced by those doctors outside the scheme. Indeed, 
the letter from Dr. F. W. Jones (Supplement, January 3, 
p. 5) might well have been written before the almost 
wholesale agreement to work for the Government Health 
Service ; one almost feels that the writer both wants to 
“keep his cake and eat it.” 

Have any letters been written in the same journals in 
praise of medical men who have remained outside the 
Service 2? Before the N.H.S. doctors in general practice 
had State as well as private patients, but in suitable ratio. 
They had time for thorough investigation and treatment of 
each patient, and to preserve the time-honoured personal 
friendship between patient and doctor. It would seem that 
those in the N.H.S., after years of receiving regular pay 
(although insufficient) and some security in illness and in 
old age (again although insufficient), now yearn for the 
freedom of those outside the Service, though they them- 
selves did not take the risk of complete ruin by remaining 
outside. I am reminded of the sport of beagling when, 
in my youth, I would sometimes obtain the honour without 
the struggle by lazily walking around the foot of the hills, 
avoiding the climb and descent, to arrive at the “kill” at 
the same time as those who had followed more closely the 
rigour of the chase. 

Let us be more generous to others. If there is a very 
slight tilt in favour of the doctors conducting whole-time 
private work, shown by the possibility of free drugs for 
their patients, why should those in the N.H.S. object (see 
letter by Dr. H. A. Murray, Supplement, January 3, p. 4)? 
Having aired feelings which the two recent letters (quoted 
above) have prompted, yet I would state that, on the subject 
of free drugs for all, which in theory is good, this may not 
be such a blessing as may be imagined. There may be a 
misuse of benefits which will cause further loss of prestige 
of the medical profession in the eyes of the people. It is 
the really ill person who wants to be a private patient, 
usually not the acutely but the really ill, so that he or she 
may have the concentration of the doctor’s experience which 
can only occur when there is time to give it. Such patients 
deserve free drugs, but the hundreds of others wanting a 
quick donation of medicine may indirectly lower our 
standards. There may well be a waste of the country’s 
money by this new right to claim free drugs. Our learned 
profession should cling to its prestige and dignity and try 
to restore the past glory created by thousands of medical 
men who had a real call to help humanity.—I am, etc., 

London, W.1. Marsorie M. Dosson. 


Locums and Assistants 


Sir,—I was sorry to see (Supplement; January 10, p. 9) 
that Mr. J. Mitchell has now retired from the Medical 
Practices Advisory Bureau; his letter is of interest and 
merits comment. 

With the first part, that a standing locum army is 
impracticable, one cannot but agree, but I was sorry to 
see that the idea that there should be a reasonable scale of 
payment laid down does not commend itself. The reasons 
given are plausible, but in my view unconvincing. While 
it may be true that during two or three months in the 
summer a locum has a fair share of jobs, it is misleading 
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to suggest that this applies all the time. As one who has 
frequently used the B.M.A. locums agency I can vouch for 
the fact that even in summer it is not easy to obtain a 
reasonable job and in winter extremely difficult. By 
reasonable I mean within a distance of about 50 miles and 
under decent conditions, and for a fair rate of payment. In 
the last six weeks I have been turned down by two principals, 
one because the members of a very large practice refused 
to pay more than the minimum fee (20 guineas weekly), the 
second because, having made an agreement by telephone, the 
principal repudiated this when I actually commenced. 

The B.M.A. attitude to the payment of locums is 
somewhat inconsistent. Officially there is no set rate, but 
18 guineas is quoted and has survived both the 5% increase 
in May last and the more recent 4% increase. The fact is 
that for most of the year there is an employer’s market, just 
as in the case of assistantships, and a principal can get all 
the work of a busy practice done for a fraction of the 
income and need not provide even reasonable conditions. 
I am aware that some doctors do treat locums decently, but 
many do not. I have myself been offered a camp bed in 
the surgery ; on other occasions I have been expected to 
work all day on sandwiches and the like. 

The whole question of provision of locums poses a 
dilemma which is not even tackled at present. Those who 
advocate an official scheme for providing holiday and illness 
locums always fail to explain where these locums are to 
come from unless from a pool of unemployed doctors. In 
my view, a scale of payment, at least minimum payment, is 
long overdue. To offer 18 or 20 guineas a week to do the 
work of a large practice is an insult if a locum is a deputy 
and expected to take the place of a principal wholly and 
completely.—I am, etc., 

Petts Wood, Kent. H. P. HILpitcu. 

Sir,—I have read the letter of Mr. J. Mitchell (Supplement, 
January 10, p. 9) in reply to my letter (Supplement, 
December 20, p. 262) with considerable interest. My 
experience of locum difficulties for both principals and 
locums is limited to the past six years, I have 
found that, apart from holiday locums, need for locums 
is usually urgent and imperative, and this is the 
type I have usually supplied for, and been happy to do so. 
The bleakness of the outlook otherwise was a source of 
amazement and alarm to me. It was this that caused me 
to make the suggestions in my letter, in an endeavour to 
make the lot of the locum more attractive. May I just 
comment that it was not my intention to post locums to 
practices. The extra charge to principals who had benefited 
from the service would have gone to the locums who had 
been in circulation over a number of years; under the 
prevailing conditions the principals would be fortunate to 
get a locum. However, it is evident my suggestion would 
have borne little fruit anyway. The laggard law of “ supply 
and demand ” seems to have failed to attract enough locums 
to the pool. After all, the work of the locum may be 
described as casual employment, which can never be 
attractive. To make it so, engagements would have to be 
fully consecutive. The non-remunerative hiatus gives an 
oblique look to the locum fee. I still think the bureau 
should be a monopoly, not necessarily of the B.M.A. 
Perhaps it should be undertaken by the Ministry, as a 
special branch of the Health Service. The name “locum” 
is archaic and has musty associations. Full-time assistants 
could be taken on as “ assistants for emergencies ” to cover 
the holiday period and to allow also for really urgent 
requests. They could be paid assistants’ fees. The manner 
in which the Ministry reimburse themselves would readily 
evolve. 

Mr. Mitchell’s letter proves beyond any doubt that the 
present arrangement is hopelessly inadequate. The 
endeavour to fit a 100% demand to a 56% supply, coupled 
to the hopeless “ while this situation lasts, I cannot foresee 
any improvement,” is proof enough that something must 
be done. The average increase of 50%, associated as it is 
with the fugitive pound sterling, over a period of years, 


may mean little or nothing. Whatever its actual value is, 
it has failed to solve the problem. It may become possible 
in time to get a “supply” by ‘phone. That is the extent 
of the real need. The luxury of choice for both principal 
and “locum” may be difficult to attain, but may be 
compensated for by the certainty of supply.—I am, etc., 
Bradford. ALLEN GLENN. 


Sir,—I refer to the letter by Dr. J. G. Danaher 
(Supplement, January 31, p. 42), and wish to suggest, for at 
least two reasons, that the Government is responsible for 
the present position of locums. 

(1) Even if a locum runs the same practice for six months 
or more, or a series of practices successively over several 
years, he is not superannuated. 

(2) To general practitioners on refresher courses the 
Department of Health, Scotland, gives 17 guineas weekly to 
pay for a “deputy.” This tends to be accepted as the 
average recommended rate irrespective of size of practice, 
geographical position, amount of midwifery, amount of 
dispensing (if any), and experience of locum. (Most 
principals willingly give 18 guineas.) 

I wonder if the Department has raised the figure of 17 
guineas since the 4% rise on January 1, 1959 ?—I am, etc., 

Beith, Ayrshire. AGNES S. Conway. 


Emergency Call Services 


Str,—Ours is a world in constant flux, and what seemed 
to be “the correct thing” even for our elder brothers is 
often now quite out of date. Transport, especially at night, 
is swift, and communication at all times almost incredibly 
fast. An emergency in medical practice can be 
communicated to a doctor almost as it occurs; if the 
doctor be readily available and at no great distance the 
emergency can be dealt with expeditiousiy and—if the 
doctor be not too fatigued—with the requisite skill. 

So much for the optimum. However, in a busy one-man 
general practice the optimum is all too often a hope rather 
than the actuality. Here, therefore, is where an emergency 
call service can be of real benefit both to the public and to 
the doctor. “Emergency” is the operative word. With an 
organization such as the existing Emergency Call Service, 
with its telephones at headquarters, its staff of doctors 
immediately available, its speedy transport on tap, and, not 
least, its short-wave transmitters to its own doctors, a case 
needing urgent ,help can be attended with the minimum of 
delay, and by a doctor still fresh enough to give of his best. 
The more tired a doctor, so in proportion the less likely is 
he to be able to give of his best. Yet the G.P. is expected 
to be on top of his form every time and all the time. If 
in reality it is the aim to have in this country the best 
possible medical service, then every: doctor must be given 
adequate time for recuperation. 

It may be contended that a doctor could overcome many 
of his difficulties by becoming a member of a group practice 
or by joining a rota. For divers reasons this is not always 
possible. Also, many doctors prefer to work on their own 
untrammelled by multilateral obligations. This brings me 
to a point which I think has been studiously overlooked in 
dealing with group and (particularly) rota practice. I refer 
to one of our many curiously named “ freedoms ”"—the free 
choice of doctor. This is not the place for me to show in 
its entirety the fallaciousness of this conception; I shall 
confine myself, therefore, to showing that to an extent this 
particular freedom is incompatible with group practice and 
the rota system. This is not to deny the many advantages 
of group and rota: on the contrary, the argument is intended 
to demonstrate that in certain aspects there is no fundamental 
difference between group and rota on the one hand and an 
emergency call service on the other. Indeed, most of the 
advantages lie with the latter. In a group or a rota a GP. 
may be called to deal with emergencies one night and one 
week-end in, say, four or five. When on such duty he may 
be called to none of his own patients, yet might have to 
attend those of any or, indeed, all of his colleagues, and it 
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is within the bounds of possibility he is persona non grata 
to one, some, or even all of these temporary patients. 
Obviously certain objections to an emergency call service 
are equally valid against the rota system and, to a slightly 
lesser extent, group. 

Then let the G.P. have his emergency call service wherever 
it can be established. It would redound both to his own 
good and to the advantage of his patients. The real 
consideration, I think, is whether such a service should be in 
the hands of private operators or whether it should not 
be sponsored and controlled, either severally or jointly, by 
the B.M.A., the M.P.U., and the College of General 
Practitioners. As one who on occasion has used gratefully 
the established call services, I see no reason yet for an 
official organization in the metropolis. If at any time the 
call services abuse their function or act to the detriment of 
the sick, or the G.P.s fail in their obligations to humanity, 
then the time will have come for officialdom to take over.— 
I am, etc., 


London, W.C.2. G. RALSTON. 


Clinical Clerks 


Sir,—A practical modification of the N.H.S. might be the 
creation of an entirely new grade of trained medical staff 
known as a Clinical clerk. His training would be of 3-4 
years’ duration, highly streamlined and aimed specifically at 
teaching him to spot clinical danger signals ; diagnosis would 
not be expected of him. His status would be somewhere 
between a senior N.C.O. and a nursing sister, and he would 
be paid accordingly, probably by salary. Such clerks would 
be the only medical persons directly approachable by the 
patient. They would work from a clinic and would do all 
form-filling, routine prescribing in a restricted field, and 
all initial medical examinations, whether domiciliary or at 
the clinic. These clinical clerks would provide a 24-hour, 
seven-days-a-week “cover,” and would call in the duty 
G.P. as required. 

The G.P.s, diminished in numbers, would work in and 
from hospital, where, having their own beds and full access 
to all the “ precision-tools of medicine,” they would have 
replaced the general medical specialists, and would also 
relieve the surgeons of much minor surgery. With 50 
million insured population at risk, about 15,000 clinical 
clerks should suffice, while one G.P. per four clerks would 
manage all work outside hospital. Remuneration I leave 
to the financial experts, although I believe that such a 
structure could be cheaper than the current extravaganza, 
and more in keeping with modern mass-produced medicine. 
—I am, etc., 


Scarborough. O. B. APPLEYARD. 


Merit Awards for G.P.s 


Sir,—I have read a number of letters in the Supplement 
about the question of “merit awards” for general 
practitioners. Some of these are framed in a manner which 
shows that the writers are either young and inexperienced 
or men with unphilosophical minds. If it is right for 
consultants to be given merit awards in the N.HS., it 
seems to me to follow logically that G.P.s should be entitled 
to qualify for similar awards. It is unrealistic to think that 
all G.P.s are equally good professionally. 

Some G.P.s live a very isolated existence and do not come 
much in contact with their medical neighbours, therefore 
they are unable to form any views about them. When 


grind.” I no longer do N.HLS. general practice, but I have 
done it for 10 years and have been in general practice for 
40 years, after spending the first world war in the Navy. 

It has been argued that a G.P. gets his merit award by 
attracting more people on to his N.H.S. list, and that this 
is a good criterion. This assumes that the right men get 
the correct award. I do not agree with this point of view 
at all for the following reasons: (1) The public go to the 
doctor they like, and are not good judges of professional 
merit. As an example of this, a schoolmaster friend of mine 
told me recently that a certain doctor specialized in 
midwifery. I know that he does not do much of this, and 
specializes to some extent in quite another branch of 
medicine. (2) Some patients go to the doctor who gives the 
most prescriptions for medicine, and who never refuses 
certificates for absence from work. (3) Some doctors are 
capable of handling only a comparatively small number 
of patients, others can work much more quickly. The 
present system largely caters for more pay for a greater 
number of patients. It is also quite obvious that the present 
system suits an industrial practice, but is quite unsuited to 
a good-class one. (4) The present system of N.H.S. work 
discourages G.P.s from doing anything beyond sorting 
patients and doing minor medical work. The obvious trend 
is to send all the work which involves time and minor 
surgery to hospital, and the result is that the casualty 
departments are overcrowded. 

My view is that merit awards should be made to some 
G.P.s, and that special committees should be set up to 
recommend these.—I am, etc., 

Harrow 


H. E. Trorn. 


Newsam Report 


Sir,—Sir Frank Newsam says that doctors have claimed 
“ special protection against inflation.” Senior civil servants 
and politicians are fond of saying this, and it is untrue. 
Even if the promises made when we entered the N.H.S. 
had been honoured, and payment had been maintained in 
accordance with Spens, our pay would have risen by no 
more than the cost of living, while others received consider- 
ably more, on the average. 

Supposing, however, that things had been different, and 
the nation had suffered general cuts in income, no one can 
imagine that doctors would have claimed special privilege 
at such a time, Spens or no Spens. Economic status, the 
maintenance of which we were promised in 1948, is relative, 
so that we would expect the value of our pay to fall at 
a time of national hardship. On the other hand, during 
a time of general increases in real income, we had every 
right to expect our relative position to be maintained, and 
this would not have involved any “ special protection” at 
all. It seems that politicians and civil servants, who have 
taken care to protect themselves against inflation, are free 
to make misrepresentations about doctors without any 
effective reply.—I am, etc., 


London, E.3 D. D. ROSEWARNE. 


B.M.A. LIBRARY 


The Library service is available to all members of the Association 
resident in Great Britain and Northern Ireland (and by special 
arrangement to members of the Irish Medical Association). A 
copy of the Library Rules will be forwarded on application to the 
Librarian at B.M.A. House. 


; illness occurs in a doctor’s family, another doctor is called The following books have been added to the Library: 
$ in. Great care is taken in the choice of a suitable doctor, Clayton's Electrotherapy and Actinotherapy. Third edition by P. M. Scott. 
i and professional ability is considered rather than friendly Cobb, S.: Foundations of Neuropsychiatry. Sixth edition. 1958. 
1 relationship. Some of us G.P.s have had the good fortune Conway, mE icrodiffusion Analysis and Volumetric Error. Fourth 
edition 57. 
a of meeting and getting to know a large number of  Onm  Pica. 1957. 
e practitioners over a number of years, and thereby are able Corner. oS : Anatomist at Large: An Autobiography and Sclected 
~ssays. 
to form some views about who Com A: tee book of istopathological Techn 
work in some localized areas would be able to give views Cunningham, J. F.: Text ° etrics. Third edition. 1958. 
y about the relative merits of G.P.s in their eng — ay (Editor): Principles and Practice of Medicine. Fourth 
i to express views confidentially. English, M.: Plaster of Paris Technique. 1957. 
wd committees could be formed P Ewine, A. W. G. (Editor): Educational Guidance and the Deaf Child. 


I should have written about this matter before, but I have 
refrained until I could not be accused of having an “axe to 


1957. 
Fic!d, M. G.: Doctor and Patient in Soviet Russia. 1957. 
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Association Notices 


Diary of Central Meetings 


FEBRUARY 


16 Mon. Anaesthetists Group Committee, 2 p.m. 

17 Tues Estates Committee, 2 p.m. 

18 Wed Catering Committee, 11.30 a.m. 

19 Thurs. G.M.S. Committee, 10.30 a.m. 

25 Wed Officers’ Emoluments Committee, 10.30 a.m. 
25 Wed Central Ethical Committee, 11.30 a.m. 


26 Thurs. Compensation and Superannuation Committee, 
> 
« p.m. 

26 Thurs. Charities Committee, 2.15 p.m. 


27 ‘Fri Liaison Committee, Central Consultants and 
Specialists, G.M.S., and Public Health 
Committees, 2 p.m. 
MARCH 
3. Tues. Library Subcommittee, Science Committee, 2 p.m. 
4 Wed. Film Committee, 3.30 p.m. 
5 Thurs. Organization Committee, 2 p.m. : 
10 Tues. Remuneration Subcommittee, Occupational 


Health Committee, 11 a.m. 
10 Tues. Planning Subcommittee, Occupational Health 
Committee, 2 p.m. 
Executive Subcommittee, Torquay Arrangements 
Committee, 2 p.m. 
19 Thurs. G.M.S. Committee, 10.30 a.m. 


Branch and Division Meetings to be Held 


BIRMINGHAM Division.—At 36, Harborne Road, Edgbaston, 
Tuesday, February 17, 8.30 p.m., illustrated lecture by Mr. A. L 
D’Abreu: “Thoracic Surgery and the General Practitioner.”’ 
Discussion to be opened by Dr. G. A. Readett. A special 
meeting will follow. 

BRADFORD Diviston.—At Medical Societies’ Room, Bradford 
Royal Infirmary, Tuesday, February 17, 8.15 p.m., Symposium on 
Headache. 

BristoL Division.-—At Main Physics Lecture Theatre, Royal 
Fort, University of Bristol, Wednesday, February 18, 6.45 for 
7 p.m., dinner; 8.30 p.m., Dr. Alan Rogers: “ Trans-Antarctic 
Expedition ” (illustrated by colour slides). Members are invited 
to bring guests. 

BURNLEY Diviston.—At Ward 6, General Hospital, Burnley, 
Sunday, February 15, 10.45 a.m., clinical meeting. Demonstration 
by Dr. W. M. L. Turner. 

Ciry Drvision.—At Archway Wing, Whittington Hospital, 
Archway Road, Highgate, N., Tuesday, February 17, 8 p.m., 
clinical meeting. 

Crry of Dunpee Diviston.—At Royal Hotel, Union Street, 
Dundee, Thursday, February 19, 8 p.m., joint meeting with 
Dundee and Eastern Scottish Branch of Pharmaceutical Society. 
Dr. K. R. Capper: “ National Formulary.” Questions and 
discussion will follow. 

Coventry Division.—At Chace Hotel, London Road, Tuesday, 
February 17, 8 p.m., supper meeting. Address by Mr. O. T. 
Mansfield: “ Plastic Surgery.” 

DARLINGTON Diviston.—At Memorial Hospital, Darlington, 
Tuesday, February 17, 8.30 p.m., B.M.A. lecture by Dr. W. S 
Sutton: “ Some Aspects of Bronchial Obstruction.” 

DerBYSHIRE BRANCH.—At Station Hotel, Chesterfield, Thursday, 
February 19, 7.30 for 8 p.m., dinner. 

DupLey Diviston.—At Nurses’ Lecture Theatre, Guest 
Hospital, Dudley, Tuesday, February 17, 9 p.m., film meeting 
(sound and colour): “ Toxaemia in Pregnancy”; “ An Effective 
Burn Treatment; and “ Nephrosis in Children.” 

GREENWICH AND DeptForp Drvision.—At St. Alfege’s 
Hospital, S.E., Wednesday, February 18, 8.30 p.m., annual clinical 
meeting. All medical practitioners in the areas of Lewisham and 
Woolwich Divisions are invited. 

Norru-east Essex Division.—At Albert Hotel, Cowdray 
Avenue, Colchester, Tuesday, February 17, 8 for 8.30 p.m., film 
meeting (a) “The B.M.A, 126th Annual Meeting”; 
(b) “ Diuretic Therapy with ‘ Saluric.’ ” 

NortH GLAMORGAN AND BRECKNOCK Drvision.—At Black Lion 
Hotel, Aberdare, Thursday, February 19, combined meeting with 
Methyr and Aberdare Valley Medical Society, 7.30 for 8 p.m., 
dinner, followed by lecture by Mr. A. Lawrence Abel: “ Recent 
Advances in the Diagnosis and Treatment of Cancer ” (illustrated 
by lantern slides and film). 

Norru Srares Drvision.—At Grand Hotel, Hanley, Tuesday, 
February 17, 8 p.m., supper meeting. Talk by Mr. P. Street: 
** Benefits Available under the National Insurance Scheme.” 

NoTriNGHAMSHIRE BrancH.—At 64, St. James's Street, 
Nottingham, Thursday, February 19, 8.30 p.m., meeting. 

OLDHAM Diviston.—At Oldham Hotel, Rhodes Bank, Monday, 
February 16, 9 p.m., Professor W. I. C. Morris: “John and 
William Hunter and Their Cronies.” 

RICHMOND Drvision.—At Watney’s Brewery (Reception 
Room), Mortlake Green, S.W., Friday, February 20, 9 p.m., 
general meeting. Talk by Dr. R. R. Willcox: “Reactions to 
Antibiotics ” (illustrated by lantern slides). 


SCARBOROUGH Division.—At Board Room, Scarb 
r. Graham W. Hayward: “ i i 
Picombons y gina Pectoris and Coronary 
_ SOUTHAMPTON Division.—At Conference Room, Civic C 
Southampton, Wednesday, February 18, 8.30 p.m., pa 


Applications of the Human Factor Research i iati 
Medicine.” 
South BEDFORDSHIRE Division.—At Luton and Dunstabl 
Hospital, Friday, February 20, 9 p.m., talk by Dr. ij 
Did it in a Blackout.” — 

OUTH SHIELDS yision.—At Ingham Infirmary, South 
Shields, Wednesday, Febfuary 18, 8.30 p.m., address by Prof 
G. A. Smart: “ Hormore Therapy.” 

SoutH-west Wates Division.—At Boar’s Head Hotel 
21, 7.45 for 8 p.m., dinner. 

.M.A. lecture by Sir Daniel Davies: “Some Th 1 
Peptic Ulcer.” eae 

STRATFORD Diviston.—At King George Hospital, East 
Avenue, Ilford, Tuesday, February 17, 8.45 p.m., joint clinical 
meeting with Ilford Medical Society. Lecture by Mr. A. Leonard 
Easton: “ Retrieved Placenta Through the Ages.” 

SWANSEA Division.—At_ Langland Bay Hotel, Swansea, 
Thursday, February 19, 7.30 for 8 p.m., dinner lecture. Mr. 
A, L. d’Abreu: “ Cardiac Surgery.” 
Restaurant, Wallgate, Wigan, 

ursday, February 19, 8.15 p.m., supper meeting. Prof 

WINCHESTER Division.—At -Royal Hants County Hospital 
Wednesday, February 18, 8.30 p.m., B.M.A. Lecture by. Sit 
——_ ,Watson-Jones : “ Relation of Simple Sprains to Collagen 

iseases.”” 


Meetings of Branches and Divisions 


CHELSEA AND FULHAM DIVISION 

A meeting, also attended by representatives from the Kensing- 
ton and Hammersmith Division, was held on October 21. Dr. 
C. Watney Roe took the chair, and the Mayor of Fulham, 
Alderman L. G. Fenton, was present. Dr. E. C. Warner 
addressed the meeting on the proposed fusion of Fulham Hos- 
pital with Charing Cross Hospital, outlining the project and plans. 
Professor W. J. Hamilton, Dean of Charing Cross Hospital, 
answered questions in the discussion which followed Dr. Warner’s 
address. 

DERBYSHIRE BRANCH 

The following officers have been elected: 

President.—Mr. A. M. Duthie. 

Vice-president.—Mr. J. R. Ratcliffe. 
me Secretary.—Dr. G. Williams (as from January 1, 


Honorary Treasurer.—Dr. C. W. Evans. 


DubDLey Division 
At the annual general meeting on November 11 the following 
officers were elected: 
Chairman.—Dr. G. T. Newton. 
Vice-chairman.—Dr. E. 1. Garratt. 
Honorary Secretary.—Dr. W. N. Miller. 
Honorary Treasurer.—Dr. E. O. Aston. 


Essex BRANCH 
At the annual general mieeting on October 18 the following 
officers were elected: 
President.—Mr. E. G. Gauntlett. 
President-elect —Dr. I. H. J. Bourne. 
Vice-presidents.—Dr. J. G. Weston and Dr, T. J. Brady. 
Honorary Secretary and Treasurer—Dr. A. M. Goldthorpe. 


KENSINGTON AND HAMMERSMITH DIVISION 
A meeting was held on October 24, at which 20 members were 
present. The nomination of Dr. H. H. D. Sutherland for admis- 
sion to the Roll of Fellows of the Association was unanimously 
agreed. Dr. M. Shaw gave the 1958 B.M.A. lecture on “ Some 
Problems of Peptic Ulcer,” and a short discussion followed. 


LONDONDERRY DIVISION 
At the annual general meeting on September 26 the following 
officers were elected : 
Chairman.—Dr. J. E. O'Donnell. 
— Honorary Secretaries.—Dr. J. J, Cosgrove and Dr. R. G. 
ine. 
Honorary Treasurer—Dr. M. O'Sullivan. 


MANCHESTER DrvIsION 
The annual meeting was held on October 2. The following 
officers were elected: 
Chairman.—Dr. E. A. Gerrard. 
Vice-chairmen.—Senior: Dr. F. S. Catto. Junior: Dr. A. F. 
Dunn Carrie. 
Honorary Secretary and Treasurer.—Dr. C. Vipont Brown. 
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